Introduction {#sec1_1}
============

Cystic lymphangiomas are unusual nonmalignant lesions, which result from failure of lymphatic channels to communicate with the main lymphatic system during embryological development \[[@B1]\]. These lesions are mostly seen in the head and neck region. Histologically, they may have single or multiple locules containing liquid contents \[[@B1]\]. In addition, these lesions are lined with a single layer of endothelium like any vascular lesion \[[@B1]\]. The lesions are located anywhere in the body with the abdomen being an uncommon location.

Cystic lymphangiomas of the colon are uncommon, with the potential to grow to a large size. These lesions have been increasingly reported lately with more colonoscopies being performed in the current era for various indications. In this current situation, it becomes imperative for general physicians and gastroenterologists to know how to manage these lesions. Various imaging modalities including computed tomography, magnetic resonance imaging, and, more recently, endoscopic ultrasound, are being used to diagnose and assess the extent of lesions prior to therapeutic intervention \[[@B2]\].

Conventionally, endoscopic removal has been done for smaller-sized lesions, while larger ones are commonly treated with surgical interventions. However, based on the clinical presentation and locations, various treatment options including minimally invasive and open surgical interventions are being employed \[[@B3]\].

Our case exemplifies that with the advancement of therapeutic endoscopy, larger lesions can be successfully removed with endoscopic interventions.

Case Presentation {#sec1_2}
=================

A 69-year-old male was referred to the gastroenterology clinic for screening colonoscopy. Upon the initial interview, he denied abdominal pain, nausea, vomiting, or change in bowel habit. There was no reported history of gastrointestinal bleeding. His appetite was good with stable weight. His medical comorbidities included bronchial asthma, hypertension, type II diabetes mellitus, and gout. On a further interview, he reported that he underwent cholecystectomy in the past. He denied smoking, alcohol consumption, and recreational drugs. His family history was noncontributory for any gastrointestinal malignancies.

At the time of the initial visit, his vital signs were within normal limits. Cardiopulmonary and neurological examinations were within normal limits. There was no distension or visible mass upon inspection of the abdomen. Bowel sounds were normoactive on auscultation. The abdomen was soft and nontender with no organomegaly on palpation. There were no signs of intra-abdominal free fluid on percussion.

Laboratory parameters showed a hemoglobin level of 12.6 g/dL, hematocrit 39.3%, white blood cell count of 7.3 K/μL and platelets of 218 K/μL. His electrolytes and liver function tests were normal. His blood urea nitrogen and creatinine were 24 mg/dL and 2 mg/dL, respectively.

Flexible colonoscopy was performed under monitored anesthesia care. During colonoscopy, a large glossy polypoid lesion in the right colon was noted. Biopsies of the lesion were done, which were nondiagnostic. Given the large size of the lesion and the inconclusive biopsy, we decided to proceed with repeat colonoscopy. The patient underwent repeat colonoscopy, which revealed a 50-mm polyp (Fig. [1](#F1){ref-type="fig"}) in the ascending colon. It was successfully removed using an endoloop placement and hot snare polypectomy (Fig. [2](#F2){ref-type="fig"}). Although no immediate bleeding was noted, prophylactic endoscopic hemoclips were deployed at the site to close the defect and to prevent delayed bleeding. Histopathological examination showed polypoid colonic tissue with markedly dilated spaces, lined by a single layer of thin endothelial cells predominantly in the submucosa with overlying normal colonic mucosa, consistent with cystic lymphangioma of the colon (Fig. [3](#F3){ref-type="fig"}). Cauterized margins were free of lymphatic tissue involvement.

Discussion {#sec1_3}
==========

Lymphangiomas are uncommon, benign tumors arising from lymphatics involving various parts of the body \[[@B4]\]. The most common location is usually the head and neck, with 5% of all lesions occurring in the abdominal cavity \[[@B2]\] and with the colon also being one of the reported locations.

The mean age of diagnosis is reported as 52 years with no gender preponderance \[[@B5]\]. The right colon seems to be a more common site than the left colon \[[@B5]\]. The symptomatology spectrum ranges from asymptomatic presentation detected on routine colonoscopy to bleeding and alteration in bowel habit or pain \[[@B6]\]. There have also been reported cases of intussusception \[[@B7], [@B8]\].

Colonic cystic lymphangiomas appear as smooth sessile or pedunculated lesions noted on white light endoscopy. They are usually solitary lesions but rarely present as lymphangiomyomatosis with multiple lesions. Biopsy with cold forceps may not be yielding given the submucosal location of the lesion as in our case. The literature also suggests a role of endoscopic ultrasound in the diagnosis, where these lesions appear as anechoic, septate, and submucosal \[[@B2]\]. Fine-needle aspiration of the lesions may show paucity of cells \[[@B9]\].

There is also a school of thought that if the typical endosonography confirms the diagnosis of cystic lymphangioma based on the characteristic features, these lesions may not need treatment. This holds good if the lesions are small and asymptomatic \[[@B10]\]. Given that larger lesions have the propensity to lead to acute complications, endoscopic or surgical treatment should generally be considered.

Endoscopic removal of lesions described in the literature so far has been done for lesions ranging to a maximum measurement of 2--3.5 cm \[[@B11]\]. Use of a ligating device for removal and unroofing are among the various techniques described for the successful removal \[[@B12]\] of smaller lesions.

Although cystic lymphangiomas of the colon are among the uncommon, benign tumors of the colon, the increase in the reported incidence may parallel the increased use of routine screening colonoscopy. In this setting, we believe that gastroenterologists should be aware of such differentials, workup, and management options. We herein report a case of colonic cystic lymphangioma of a size of 5 cm that was successfully managed by endoloop endoscopic resection. Previously, endoscopic resection has been attempted for smaller lesions, and so far, we are not aware of such gigantic lesions being removed endoscopically. Endoscopic therapy is associated with less morbidity, lower healthcare costs, and better utilization of resources. This may be a good starting point prior to surgical evaluation. Operative intervention is still the option for lesions that cannot be removed endoscopically and for lesions that present with acute gastroenterological complications. Our case opens doors to an undiscovered option of potential endoscopic intervention for these larger colonic lesions.
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![Gross morphology of the endoscopically resected lesion.](crg-0011-0178-g02){#F2}

![Cystic lymphangioma of the colon. Hematoxylin and eosin staining under high magnification showing dilated channels lined by endothelial cells containing lymph nodes. The stroma contains fibrocollagenous tissue and scant cellular infiltrate (×100 magnification).](crg-0011-0178-g03){#F3}
